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EDITORIAL. 


THE PHYSICIAN’S LICENSE TAX. 


That the system of inflicting a license tax on the physicians 
which prevails in this state is archaic, unequal and unjust need 
not be argued between the physicians themselves. That a serious 
and intelligent as well as systematic effort should be made 
towards obtaining its repeal at the next session of the Legislature 
does not require discussion. 


We are pleased to note that various medical organizations, 
State and local, are preparing to use their influence in favor 
of the repeal of that most obnoxious tax. 


We must make bold to suggest, however, that in any action 
it may take the profession must proceed in a rational and dig- 
nifiled manner. The arguments we can use with our legislators 
are both valid and numerous; they may be used with force and 


sincerity, but we must not resort to covert threats or attempt 


any veiled intimidation. We can show that Louisiana is one 
of the only two states in this country imposing such a tax, the 
others having seen the light one by one and having done away 
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with it. We can argue that the doctors, by teaching hygiene 
and the prevention of disease to the public, are the only ones 
who are working in the direction of diminishing their own in- 
come. We can point to the vast amount of free work and char- 
itable endeavor indulged in public institutions and in private 
practice by the physicians, in addition to all other contributions 
which they make like all members of the community having the 
ability and the desire so to do. We can demonstrate the fact 
that ours is a consecrated calling, next only to the ministry in 
considering that doing good is as much our function as earning 
our living. 


, 


, as with a dis- 
gruntled labor union; no menace of embarassment for our med- 
ical institutions through a plan to abandon our work therein 
by a concerted movement. Not only would the innocent and 
helpless suffer if such an undertaking was attempted, but we 
would be tumbling from our pedestal, we would indeed be com- 
mercializing our noble profession by thus bargaining for our 
rights. 


But, there must be no whisper of ‘‘strike’ 


Let us stand united for justice and what is but a puny rec- 
ognition of our value to the community and we can not fail of 
success. 





CHARITY HOSPITAL NEEDS. 


The medical staff of the Charity Hospital turned the tables 
on the Board of Administrators of that institution by having 
the members of the latter as their guests at an informal dinner 
given at the Chess, Checkers and Whist Club about a month 
ago. The meeting was not only thoroughly enjoyable but tended 
to show that the spirit of reciprocity evolved a year ago on 
an analogous occasion had not evaporated. It showed more 
—that this spirit had gathered strength and that the two ele- 
ments were prepared to act in harmony and with greater power. 


In the various prandial talks it was brought out clearly that 
the members of the Board understood their duties and the ne- 
cessities of the institution, that the only thing lacking was a suf- 
ficiency of funds in order to enable the hospital to carry on its 
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purpose in the most approved and beneficial fashion. It was 
shown, also, that the Staff members, being duly impressed by 
the above evidence were ready to co-operate by every legitimate 
means in the effort to obtain these necessary funds. 


The entire medical profession of the State should unite to 
back up the arguments and the efforts of the Board when the 
latter approach the Legislature in regard to the appropriation 
which the State should make for the maintenance and improve- 
ment of the Charity Hospital. Great as is our hospital there 
is yet room for improvement, nay more, there are some actual 
necessities still to be provided. 





PREPARE FOR THE STATE SOCIETY MEETING. 


Much timely information regarding the coming meeting of the 
Louisiana State Medical Society will be found in this issue 
under the heading of the ‘‘Bulletin’’ of the Society. 


In addition we are informed by the secretary that the presi- 
dent, Dr. Knighton, has appointed Drs. Menville, Leckert, and 
A. V. Friedrichs as members of a committee on Scientific Ex- 
hibits, which is an innovation and should add much interest 
to the meeting. 


Of course, the commercial exhibits will be made as usual and 
we are assured that the local committee of arrangements is 
hard at work to make this next one a banner meeting in more 
ways than one. 


This is the time to make plans for a pleasant and instructive 
trip to Alexandria. Our previous experience there should be 
sufficient to make the regular attendants anxious to repeat and 
their stories should make the others also eager to attend. 
Now, all together, for Rapides! 





ORIGINAL ARTICLES. 
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MALARIAL INFECTION AS A POSSIBLE CAUSE OF 
SYMMETRIC GANGRENE OF THE EXTREM- 
ITIES WITH REPORT OF A CASE.* 


By J. BIRNEY GUTHRIE, M. D., Professor of Clinical Medicine, Tulane Univer- 
































sity, Lt.-Col. Medical Reserve Corps, U. S. A. 


Shortly after the opportunity of studying the case which 
forms the subject of this communication, the writer received 
the paper of H. Alarmartine™ entitled Malarial Gangrene of 
the Limbs. 

Alarmartine reports three eases of his own and mentions 
various papers, some of which appeared as early as 1883 on 
the subject of gangrene occurring in paludism all in the French 
literature. He believes that malaria is a causative factor in the 
production of an endarteritis obliterans as is syphilis and ty- 
phoid fever. Alarmartine’s three cases were seen in the Mace- 
donian campaign in 1916 and he mentions twelve others seen 
by other French army surgeons during this campaign. All 
three of Alarmartine’s cases were of massive gangrene and in 
all three amputation was done. Two of the three patients sur- 
vived. 

The material after the operation was submitted to patho- 
logic examination and in all cases endarteritis obliterans was 
found. 

Paisseau and Lemaire‘?), also in the French army, report 
cases of gangrene which they believe due to malarial infection. 
They say: ‘‘The interesting fact is the following: Malaria is 
capable of determining not only partial gangrenes whose origin 
can be said to be vasomotor; but also massive gangrene of the 
extremities, especially the- lower extremities which, by their 
course and their location can even simulate the gangrene that 
occurs in typhoid fever.”’ 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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Previous to Paisseau and Lemaire’s communication it was 
conceded by some that peripheral circulatory disturbances such 
as erythromelolgia, acrocyanosis, local asphyxias of the extrem- 


ities, ulcers, anaesthetic pseudo panaris and the symptom com- 
plex of Raynaud’s disease could be produced by malarial in- 
fection. It was however denied until the medical reports of 
the French Macedonian campaign were available that massive 
types of gangrene such as Paisseau, Lemaire, Lerremboure and 
Alarmartine describe could also oceur from this cause. 

The opinion regarding the pathology held by Paisseau, Le- 
maire and Alarmartine is that arteries show a reduction in 
diameter with irregularities in vascular caliber associated with 
lesions of endarteritis extending into the elastic fibres of the 
media. A thrombosis of the vasa-vasorum was also noted. This 
pathology was not confined to the arteries of the extremities; 
but was also found in the abdominal viscera associated with 
numerous infarcts, interstitial hemorrhages and foci of necro- 
sis, simple or ‘fatty. 

All available methods of excluding other infections were 
used. 


Alarmartine describes three types of gangrene: 

(1) Forms with slow course reealling the dry gangrene of 
syphilis or of senility. 

(2) Forms with rapid evolution accompanied by severe toxie 
infectious symptoms. These are further subdivided, (a) sym- 
etrie gangrene of both feet in cachectic individuals where the 
secondary infections play the chief role; and (b) where a mas- 
sive gangrene from the outset occurs in patients with malaria 
in whom the general condition is still good. In this last form, 
the lesions of arteritis are capable of rapid generalization. 

(3) Forms limited to the extremities presenting the aspect of 
Raynaud’s disease which situated on the feet have often been 
mistaken for chill-blains. 


Alarmartine lays stress on the necessity for early amputation 
by the open-flap method in the massive types and mentions the 
futility of expecting anything of quinine medication in the way 
of a restoration under these circumstances; but he insists qui- 
nine must be given before and after the operation. 














606 Original Articles. 


The case history herewith embodied is that of a patient who 
comes under class 3 of Alarmartine, that is, presenting the 
aspect of Raynaud’s disease. 

Monro“, quoted by Elsner“), gives the following defini- 
tion: 

‘‘An attack of Raynaud’s disease may be constituted simply 
by one attack of local asphyxia prolonged over months without 
interruption.’’ 

Monro mentions as occasional causative factors in Raynaud's 
disease acute infections (typhus, typhoid, small-pox, scarlet 
fever, diphtheria, measles, pertussis, erysipelas, influenza, 
syphilis, tuberculosis, malaria, rheumatism, rheumatoid arthri- 
tis, quinsy, splenic enlargement, hemorrhagic and suppurative 
processes. ) 

The name which is a classic inheritance comes to different in- 
dividuals, a different significance. Obviously it applies to a 
single phase of local asphyxia. Whether or not we are willing 
to concede a nervous factor in the etiology is even now a mat- 
ter of debate. Sachs‘® believes this to be an important factor. 


The weight of authority, however, seems to be on the side 
of favoring an acceptance of the vascular origin of the disease. 

Leo Buerger) strongly deplores the use of the term endar- 
teritis obliterans. Buerger believes this is not the essential 
pathology of the disease. In the work Buerger has done he found 
a different pathology from this. He did not find either the 
proliferation of the interna described by Von Winniwater nor 
the parietal white thrombi which was considered by Weiss and 
Von Mauteuffel as the essential factor 


According to Buerger the lesion is a thrombotie process in 
arteries and veins whose cause he has not explained To this 
lesion which is a red clot, he gives the name Thrombo-angitis 
obliterans. Buerger examined material secured at autopsy and 
at operation and found thrombosis varying in age, degree of 
organization and canalization. This thrombosis extended at 
times in the leg to a level above the popliteal 

Surely we must admit the existence of a condition varying in 
intensity from a transient spasm giving the picture of various 
phases, (1) intermittent claudication of Erb, (2) erythromel- 
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olgia, (3) Raynaud’s disease (4) symmetric gangrene occurring 
in various regions and producing massive tissue death. 


It is very difficult to explain the role that the plasmodia 
produce in the production of thrombo-angitis obliterans. We 
know of no part that the organism plays in producing thrombosis. 
We are concerned here with a different pathology from that we 
find in the terminal arterioles of the brain in some pernicious 
cerebral malarial infections where these vessels are found oc- 
cluded by a thrombus containing masses of erythrocytes the 
majority of which are infected with plasmodia. 


CASE OF RAYNAUD’S DISEASE. 


Double infection Plasmodia Malaria 
and syphilis | Plasmodia Falciparum 


Charlie Roberts, a mulatto laborer, aged 22, and a native of Lou- 
isiana, was admitted to the medical service of Charity Hospital, New 
Orleans, September 3, 1919. 


On admission he was suffering intensely with throbbing pains in 
hands and feet and complained also of abdominal ‘cramps.’ 


The family history was negative. 


Patient had a chancre in 1918 and early in this same year had 
suffered from malaria and an attack of measles in close succession. 

He had been doing heavy work and living in a lumber camp up 
to August 30, 1919; and just previous to onset of illness hands be- 
came quite severely abraded in the course of his work. The wounds 
were superficial and no suppuration occurred. 


On admission he was in acute pain, requiring morphia for its re. 
lief. Physical examination of chest and abdomen was negative, ex- 
cepting for moderate enlargement of the spleen, which was hard 
and palpable 3 c. m. below costal border on deep inspiration. 
Sclerae were slightly tinged with yellow. Patient was restless from 
pain. The daily temperature ranged from 97 degrees to 100 de- 
grees F. Pulse, 96. Pupillary and tendon reflexes were normal. 
There was marked prostration and an anxious, sunken appearance 
of facies. 
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Plate 1. Case of Chas. Roberts, colored. Symmetric asphyxia of hands 
and feet. 


The hands and feet were cold and showed lesions as follows: Left 
hand—Middle, ring and little fingers were discolored, ranging from 
a bluish black color at the finger-tips to a mottled red near the base 
of the fingers. The left ring finger seemed more extensively in- 
volved over the inter-phalangeal joints and over the metacarpo- 
phalangeal joints were cyanotic areas. The nails of these three 
fingers were cyanotic. Matrix of the nail of the ring finger was 
markedly involved. Thumb and index finger were not discolored; 
but were cold. The same changes, but less severe, were observed 
in all the fingers of the right hand. The right index was deformed 
from an old injury. Radial arteries were palpable and pulsating. 
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Plate 2. Case of Chas. Roberts, colored. View of hands, showing areas of 
discoloration ,desquamation and superficial sloughing. 


Toes of right foot were involved, with deficiency of blood-supply, 
especially apparent on the plantar surface of the great toe. The 
left foot showed less severe lesions than the right. Dorsalis pedis 
arteries were easily felt to pulsate. Blood pressure was systolic 100, 
diastolic 60. Urinalysis on admission showed satisfactory elimina- 
tion as judged by specific gravity and daily output, considerable 
albumen, but was free of sugar and casts. 

Wassermann from blood serum was positive. Leucocyte count 
on admission was 18,000; Differential—Polymorph 78; Large Mo- 
nonuclears II.; Small Mononuclears II. No plasmodia found at this 
time. 

Pain on admission in feet was intense and morphia was required. 
Extremities were disinfected, dusted with boric acid and swathed 
in numerous layers of sheet wadding surrounding a sterile dressing. 
Heat was applied. This gave great comfort and the necessity for 
morphine passed. 

Five days after admission, under treatment pain was entirely gone. 

During first two weeks after admission the temperature ranged 
between 99 degrees and 101 degrees until September 17, when there 
occurred a sharp rise to 105 degrees, followed by sweating. An- 
other search for plasmodia was made at this time and a double infec- 
tion of malarial parasites was found,—tertian and falciparum. Qui- 
nine was given and the temperature promptly declined. Quinine was 
continued until discharged. 

Spinal puncture yielded a clear fluid, which ran from the needle 
at the rate of 120 drops per minute. Examination of the fluid gave 
a negative Wassermann reaction; cell count 27; negative globulin. 
On account of low blood pressure, intravenous glucose solution, 
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in strength of 5 per cent, was given and repeated in 700 c. c. dosage. 
This seemed to improve the circulation in the extremities. The 
mottled appearance on the back of the hands and dorsum of the 
feet disappeared. Two black sloughs formed, one on tip of the left 
ring finger and one over the plantar surface and over terminal pha- 
lanx of the right great toe. A dressing of Dakin’s solution was ap- 
plied. This corrected a gangrenous odor which was present and ap- 
parently served to aid in the separation of the sloughs. 

Injections of mercury into the buttock with sodium iodide by 
mouth were given with slight interruptions during patient’s stay 
in the hospital. 

So far as I can see, this case serves to attract attention to the 
fact of the occurrence of peripheral asphyxias in the extremities in 
the course of malarial infection. I have never seen such a clinical 
picture produced by syphilis. However, it is impossible to say that 
syphilis played no part here. The course of the disease was less 
severe than the types described by Paisseau, Lemaire and Alarmar- 
tine. 

One is convinced that the very severe types necessitating amputa- 
tion might come from the same cause. Here the case is a medical 
one and was very properly retained in the medical service. Of a 
severer type, the surgeon would have to be called early to save life 
by amputation. 

In this case the patient was put on the road to recovery, so far as 
the local lesions are concerned, by external warmth and the intra- 
venous fluid injections. Five per cent glucose was chosen because 
of its food-value. It seems better adapted for this purpose than 
normal salt. 

It is probable that even a temporary increase in the blood pressure 
thus obtained might improve local blood supply and limit the tissue 
death. Cases are on record where relief from pain has been very 
marked from this procedure. No morphia was given at any time 
after the first intravenous infusion. Pain promptly subsided. 

It will be noted that no vaso-dilators were used. It was be- 


lieved that an increase in blood pressure was desired. The suc- 
cess of intravenous infusion seems to bear out this theory. 

No quinine was given until the occurrence of the paroxysm 
and the finding of parasites made it obviously imperative. Qui- 
nine would unquestionably have hastened recovery if given 
earlier in standard dosage. 

The writer is struck by the similarity in appearance of this 
patient so far as the mottled, cyanotic appearance of the dor- 
sum of the feet is concerned, to the cases of ‘‘trench foot’’ seen 
by him in soldiers at the front in France. 

Until the etiology of these vascular accidents is worked out 
it will be necessary to study the various cases encountered with 
hope that some etiologic factor may be found, the knowledge of 
whose tendencies may lead to the explanation of the cause of 
the lesions. It is probable that they are due to a variety of 
causes working singly or combined. 
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If the plasmodia malaria can play a leading part in the 
cause, it is for us to determine. My purpose in making this 
report is to call attention to this possible cause of a hitherto 
unexplained condition. 
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DISCUSSION. 


Dr. C. W. Duval, New Orleans: The pathology of malaria is con- 
fined to the blood, and in order to have gangrene following malarial 
infection we have to conceive of some interference, partial or com- 
plete, with the blood supply of a part. The malarial parasite may 
act as a mechanical obstruction to smaller vessels, the peripheral part 
of the system, and in that way cut off the blood supply to a part. 
Malaria may, through a toxin, give rise to endarteritis. It may in 
this way produce gangrene, but we have no evidence post mortem in 
our fatal cases of malaria of there being an endarteritis or a throm- 
bosis of vessels brought about by the malarial parasite. 

Quite a few authorities believe that malarial organisms produce 
a toxin. I think our great authority in the South (Dr. Bass) believes 
there is a toxin, but it has never been isolated. It is conceivable 
that a toxin would bring about irritation of the endothelium of 
smaller vessels and in that way occlude the vessels through the pro- 
liferation, bringing about what is commonly known as an en- 
darteritis. 

I am inclined to believe in these cases of gangrene that Dr. 
Guthrie reports, including his own cases, there was an endarteritis 
present that was independent of the malaria, caused by something 
else, perhaps syphilis. We know that in syphilis we have the smaller 
vessels throughout the body specially picked out. Endarteritis is 
a common lesion in syphilis. In such cases that contract malaria, 
we might attribute to the malaria the gangrene that has developed, 
when, as a matter of fact, the gangrene is the result of the syphilitic 
infection or results from syphilitic infection. We have no evidence 
to show that malaria in any way, that is, the parasite of malaria, 
affects the epithelial lining of the vessels throughout the body. We 
have evidence of the endothelium being affected in the case of 
typhoid fever which Dr. Guthrie mentioned. There we get focal 
necrosis of the internal organs, particularly the liver. In malaria 
I have not seen focal necrosis of the liver nor any evidence in this 
or other organs of an interference with the blood supply by any 
activity on the part of the endothelium. I am inclined to think 
these cases of gangrene in malaria are really brought about by some 
other cause, and not by the malarial parasite. 

Dr. Allan Eustis, New Orleans: I recall a case when I was en- 
gaged in general practice in Vermilion Parish, where there was a 
great deal of leprosy and malaria. Malaria is often associated with 
leprosy. Unless you make microscopic slides of the blood you may 
be misled. When you find gangrene of the toes it is well to find out 
whether there are any areas of anesthesia. I do not mean to say 
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that the cases reported by Dr. Guthrie are lepers, but I simply throw 
out this caution. In leprosy we often have a fever, and I have seen 
more than one case of leprosy treated for a long time as malaria. 


Dr. C. C. Bass, New Orleans: I wish to direct attention to the 
fact that a considerable per cent. of people living in Louisiana out- 
side of cities have malaria and malaria parasites in their blood from 
time to time. It would be reasonable to expect, therefore, that 
malaria parasites would be found in a considerable per cent. of 

. cases of gangrene of the. toes or other conditions. Therefore, the 
fact that Dr. Guthrie’s patient was found to have malaria does not 
prove at all that the gangrene of the toes was due to it. It seems 
to me more probable that it was a case of gangrene of the toes, the 
cause of which is unknown, in a patient who also had malaria. 


I wish to endorse the opinion expressed by Dr. Duval that the 
toxin of malaria is not one that gives rise to inflammation; neither 
does the malarial parasite produce inflammation. A simple obstruc- 
tion of the capillaries by malarial parasites would hardly be suffi- 
cient to produce actual gangrene because of the short duration of 
the presence of given parasites in a given capillary. 

Dr. J. B. Guthrie, New Orleans (closing): I wish to thank the 
gentlemen for discussing my paper. The reason I brought this sub- 
ject before you is that I wanted to put this case on record for future 
reference. This is a case of Raynaud’s disease which represents 
the phase of peripheral asphyxia. What have we said when we say 
Raynaud’s disease, excepting that it is a phase of local tissue as- 
phyxia? We want to try and work that thing out, and that is the rea- 
son I brought the case here. The occurrence of a positive Wasser- 
mann, the occurrence of these two cases of plasmodia, and the ap- 
parent enthusiasm I encountered in Dr. Alarmartine, who felt he had 
described something, and had many converts in the French Army 
concerning the acceptance of the idea of the malarial origin of these 
gangrenes in the cases he saw, are matters of importance to us. It 
is a matter that may involve the finding of other cases and some of 
us may stumble on the cause. 





SUGGESTIVE MIXED TREATMENT IN CHRONIC 
MALARIA.* 


By THOMAS E. WRIGHT, Monroe. 


One of the very difficult and disappointing diseases we are 
called upon to treat is chronic malaria; and it is one possess- 
ing great potential danger to the public. 

A brief discussion of the etiology and pathology involved in 
chronic malaria, is necessary in outlining this suggestive treat- 
ment. There must be some substantial reasons for chronic ma- 
laria, and a tenable grouping here would be about as follows: 
Neglect (a) on the part of the patient who attempts to treat 
himself; whose treatment, therefore, is spasmodic and _ineffi- 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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cient. Neglect (b) on the part of the patient in carrying out 
subsequent treatment as directed by the physician. The patient 
takes advantage of the loss of control after the physician has 
discharged him from an acute attack. Neglect (c) on the part 
of the physician to treat the case intensively enough when the 
patient is under control, or fails to give instructions for sub- 
sequent treatment, or both. Chronic cases, therefore, may be 
classified largely as neglected cases. 


Another factor in the production of chronic cases the author 
begs the privilege of suggesting at this time. The prevalence of 
definite strains of bacteria, with varying differences of growth 
and development, and with widely varying symptoms they pro- 
duce in the human body, is now a matter of common know- 
ledge. Even the spirochete is accused of having certain selec- 
tive tendencies, suggesting strains. The marked difference in 
behavior of the symptoms and responses to treatment of acute 
cases of malaria, might not altogether be due to the differences 
of resistance on the part of the patients, nor to the prepara- 
tions of quinine used, nor to the methods of administration, nor 
to the lack of absorption. Even Carter of the P. H. S. has 
aptly termed this particularly resistant type as ‘‘quinine fast’’ 
plasmodia; and one of his men, Deriveaux, who experimentally 
infected himself to demonstrate that malaria could be conveyed 
by a certain species of mosquito, gave to me his experience in 
getting rid of his infection. Among the things he told me was 
that he had faithfully and intelligently taken his medicine in 
the routine way during the greater part of one summer gea- 
son, with frequent manifestations of this disease, and frequent 
positive plasmodia findings. At the time of this conversation 
he told me frankly that when his blood was finally free, he 
did not anticipate another experimental experience with plas- 
modia. Deriveaux was a malarial worker. 


These factors mentioned above, as lack of absorption, ete., 
are of chief consideration, but along with them might be con- 
sidered certain resistant strains of plasmodia, which under 
conditions varying as widely as many types of bacteria that 
develop strains, might be particularly resistant to quinine, even 
more than we might imagine. Hence, I would add this possi- 
ble factor to the above, as another speculative etiological in- 
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fluence in the production of chronic malaria, and an added 
difficulty in the line of usual treatment. 


Intelligent observation of chronie malarial eases, together 
with the fact that we have definite pathology, not alone in 
the spleen, but in the kidneys, the alimentary canal, the bone 
marrow, even the heart muscle itself which often shows degen- 
eration of the musculature, might suggest the presence of mul- 
tiple foci, along with the effeet produced by toxins. The ab- 
sence of plasmodia in some of these organs where pathology 
is found in chronic cases does not argue definitely against pos- 
sible old foci that formerly actively harbored plasmodia. That 
these multiple foci are just outside the peripheral blood, is 
more than a supposition, and ‘s borne out by the behavior of 
chronie cases, as 1 will mention below. 

| beg the privilege here of drawing a parallel between two 
diseases that in many respects have points of similarity, and 
this similarity suggests a possible similar line of treatment,—l 
refer to syphilis and malaria. In the acute stages of each, the 
comparative ease of treatment, alongside of the many disap- 
pointments found in treating the chronic cases, we find a re- 
semblance unusually striking. Even the surprises in treating 
the acute stages of each, the persistent positive Wassermann 
with peristent symptoms right in the face of judicious treat- 
ment, is duplicated in occasional acute malaria running per- 
sistent symptoms and persistent plasmodia under excellent 
treatment. The one we may find very violent from the begin- 
ning, out of all proportion to our expectations, so may the 
other. In chronie or neglected syphilis when the circulating 
blood is rendered negative, and treatment suspended, you 
have to wait only a short time when most probably we get a 
positive reaction. Chronie malaria is equally loyal in this 
respect. In syphilis the individual may live many months, 


even years, in comparative comfort with very little treatment, 
while in others there are frequent and serious reminders of the 
disease,—so in chronic malaria. Chronie syphilis is notorious 
for its multiple foci; chronic malaria, without a doubt has its 


multiple foci, but chiefly away from the peripheral blood. 


Chronic or neglected syphilis responds very slowly to any- 


thing except Arsphenamine, and then better when this treat- 
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ment is supplemented with mercury and iodides. This splen- 
did response to Arsphenamine is most probably due to two 


factors- first a pronounced spirochetecide action, second, a 
strong penetrating action into the multiple lesions or foci. 

This leads us to the principal question, what type of treat- 
ment is best suited in chronic malaria? A treatment giving a 
rapid and decided plasmodiacidal effect, together with a sub- 
stantial penetrating effect as regards the multiple foci, is one 
rather to be desired. The nearest approach to this in my opin- 
ion and one that has given quite satisfactory results in my 
hands, is both simple and easy and is about as follows: ten 
grains of quinine are given each morning by mouth, ten grains 
are given the same day, in the afternoon, intravenous, or just 
the reverse according to convenience. Each day this is re- 
peated for four to six days, according to conditions; then twice 
each week, selecting appropriate days, for two or three weeks, 
according to conditions, such as improvement, degree of con- 
trol of patient, ete. 

While it has been my custom to follow this intensive treat- 
ment with appropriate medication later at intervals, | am not 
certain that it is imperative. However, I recommend it for 
the present. 

I offer this to you purely as a suggestive mixed treatment 
in chronic malaria. Even a modification of this intensive treat- 
ment, if preferable, should give definite and constant improve- 
ment. 

We have an official report for the State of Louisiana for the 
years of 1918, 1919, 1920, of 1559 deaths from malaria. There 
are approximately 300 cases of malaria for each death; this 
would give us for these three years, in round numbers, 467,000 
eases of malaria of all types. Of these different types a safe 
estimate is that 10% are chronic cases; making, in round num- 
bers, 46,000 cases of chronic malaria in this State during the 
past three years. It is further estimated, and these estimates 
I am not inclined to question, that each case of acute malaria 
costs in vitality and in actual working and earning power 
$40.00 per year. Chronic malaria is notoriously worse in this 
loss than acute malaria, and a safe and low estimate would be 
$50.00 per year, making this loss from chronic malaria alone 
approximately an average of $1,000,000 per year for these past 
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three years. This is only an economic loss, and one naturally 
appealing to the average business individual; but there are 
other losses that might be mentioned equally as interesting. 
Therefore, considering these facts, it occurs to me that the 
profession as a whole will heartily weleome any additional light 
thrown upon this disease. 





DISCUSSION. 


Dr. C. C. Bass, New Orleans: I do not know that I have much dis- 
cussion to offer. Dr. Wright has called attention to the parallelism 
between malaria and syphilis, and I also quite agree with him that 
the fundamental! principles involved in the treatment of the one are 
largely involved in the treatment of the other. I do not think, how- 
ever, that our treatment of syphilis is so preéminently successful as 
to justify us in taking it as an example. On the contrary, the treat- 
ment of malaria is so preéminently successful that we are much more 
successful in treating malaria than we are in treating syphilis. I 
am disposed to think the treatment of syphilis can be modified some- 
what after the treatment of malaria rather than vice versa. 


I have no doubt but that the treatment suggested by Dr. Wright will 
cure a large number of cases of malaria. The proportion that can 
be cured by it will depend largely upon the length of time the treat- 
ment is continued. I believe, however, that the intravenous adminis- 
tration of any drug for the treatment of a disease like simple malaria 
is not justified. It is a formidable procedure which, it seems to me, 
should be fully justified by the absence of other equally effective 
methods before it should be undertaken. In the treatment of malaria 
I do not believe that can be said to be the case. 

There are practically no cases of malaria that are not relieved 
of their acute symptoms by 30 or 40 grains of quinine given by 
mouth within a period of three or four days. There are practically 
no cases that continue to have parasites in their blood while taking 
as much as 10 grains of quinine sulphate by mouth daily following 
the relief of the active symptoms. Quinine given by mouth, without 
danger or harm to the patient, practically always relieves the symp- 
toms and cures the infection. Therefore it does not seem to me that 
the more or less dangerous and harmful intravenous administration 
is justified except perhaps in very rare, exceptional instances. 

Dr. B. A. Ledbetter, New Orleans: I have listened to Dr. Wright’s 
paper with great interest, and was also much interested in the re- 
marks of Dr. Bass. It takes a lot of nerve to get up and differ with 
a man of Dr. Bass’ prominence in malaria, as we all look upon him 
as one of the greatest men of our profession on malaria. He has 
certainly given it more thought; and has practically taught us very 
nearly all we know about it. However, I beg to differ with him in 
regard to the intravenous use of quinin. I also want to differ with 
Dr. Wright in his method of intravenous use of quinin. When you 
meet those cases of comatose malaria, with hematuria, black water 
fever, unconscious state, with a dirty, foul, thick coated tongue, 
you might just as well throw your quinin into the Mississippi River 
as to try to give it by the mouth, because it is not absorbed. 

What is the history of these cases? If you do not succeed in get- 
ting the quinin into the blood stream, you do not kill the plasmodium. 
My experience has extended over a period of 20 years, and up to 
the last three years I have practically lost all such cases. I have not 
hesitated in these cases to give 100 grains of quinin, either intra- 
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venously, intramuscularly, or by the rectum. I have given nothing 
short of 100 grains in 24 hours. It does no harm. I have never seen 
a patient die after that dosage has been given. I have yet to see a 
case where quinin administered intravenously has done any damage. 
The great harm in giving quinin intravenously is using too large a 
quantity of solution. The heart muscle is friable, it is suffering like 
every other organ from the effects of the poison given off by the 
parasite. If you will give a solution of 8 ounces of saline, 20 grains 
of the bi-hydrochlorate, because it is soluble, in equal parts of 
water, you will rarely ever have any trouble with your cases, for 
the reason the large amount of saline introduced into the blood 
stream causes dilatation of the heart, and you lose the patient by 
the large amount of solution that you pump into the patient’s blood 
stream. 

I have treated six of these cases in the last year and a half who 
I did not think had a possible chance for recovery, and have not seen 
a single bad result from it. Quinin introduced intramuscularly is an 
excellent method, but there is one drawback, namely, by giving it 
intramuscularly it sometimes causes abscess or a breaking down of 
the tissue. The intravenous route is by far the best. I use this 
method for about four days until the temperature drops, then go 
back to quinin by the mouth, and give nothing less than 45 grains 
a day. 

Dr. W. P. D. Tilly, New Orleans: I having practiced in southwest 
Louisiana, and having the experience of my father of twenty-seven 
years back of me, it occurred to me to speak of the use of quinin in 
chronic cases of malaria, which was a favorite with my father. He 
had a nasty dose of medicine. He had possibly an advantage in that 
wine was still used and he gave the quinin in a bottle of wine. After 
many years of trial and all my patients complaining, I decided that 
some day I would improve on that old nasty dose. My success was 
fair. The taste was bad and the complaint was great. So during 
my interneship I started to study the question of chronic malaria 
through the laboratory report, and gave quinin in different ways by 
the mouth, giving 40 or 50 grains a day. Quinin was given intra- 
muscularly, and it occurred to me that if I could give the quinin in 
solution, where the circulation would take it up, that is, the mucous 
membrane of the intestinal tract, I would get just as good results. 
I treated a certain number of patients in one way, and a certain 
number in another. I gave them quinin intramuscularly and by the 
mouth, and finally I gave them quinin in solution. I will mention 
the end results within one week or three weeks. The patients with 
quinin given by the mouth were no better. Those to whom quinin 
was given in solution in hydrochloric acid were well within one 
week. At first, I proved they received the full physiological action 
of quinin by selecting the cases, and within five or fifteen minutes, 
I had rashes. After a few years’ trials I discovered the fact that 
one grain of quinin, three times a day, or even twice a day, in solu- 
tion, was better than 20 grains by mouth. I will mention the routine 
way I finally adopted of giving quinin where the plasmodium was 
present in the circulation continually. I started to give quinin in 
solution in hydrochloric acid in concentrated form. One dram of 
quinin to 3 drams of hydrochloric acid to one ounce of lactate of 
pepsin, 20 drops in capsules (No. 0) every two hours. After 48 to 
72 hours I had a negative report from the laboratory. Continuing 
under this treatment, in from one to three months I was free from 
chronic malaria. 

Dr. T. E. Wright, Monroe (closing): I thank you for your liberal 
discussion of my paper. I have offered it purely as a suggestion. 
Some sort of intensive treatment, something that promises a kind 
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of penetrating effect, appears logical. The disappointments felt by 
all of us when treating chronic cases of malaria, in some respects 
justify us in reaching out for something better. 

The disposition of the plasmodia to assume a resistant form when 
quinin is administered in aggravating rather than plasmodiacidal 
doses, has been demonstrated clearly and fully. This might be 
classed as a proof of its self-preservation characteristics. When 
quinine is administered in appropriate doses one of the first things 
we notice is a disposition to get away from the circulating blood. 
It goes somewhere; where? And yet the symptoms may persist for 
some time with a negative blood. You have been asked by the 
laboratory man, “Have you given this patient any quinin?” This 
to account for a probable negative blood finding. This is another 
evidence of self-preservation characteristic on the part of the plas- 
modia. In chronic malaria, where the patient doubtless has been 
hammered with quinin in an indefinite manner, give the plasmodia 
credit for building up some sort of protecting influence,—and it is 
= — I maintain must be met with a type of treatment as I have 
outlined. 





THE SINUSES.* 


By DR. JOHN T. CREBBIN, New Orleans. 


This short paper is intended for the general practitioner, 
rather than the specialist. 

Although the ancients recognized and treated diseases of 
the Sinuses, it is only within the last few years that they have 
received the attention they deserve, especially in their relation- 
ship to diseases of the eye. Wedge, in 1786, was the first one 
to call attention to diseases of the eye caused by sinusitis. The 
obstruction to drainage may cause a venous stasis with an ac- 
commodative paresis, inflammation of the iris, retina, choroid, 
and optic nerve, conjunctiva, and glaucoma. 

Ptosis, strabismus, and sudden blindness are generally the 
result of the diseases of the sphenoidal cells, but narrowing of 
the field of vision may also occur as the result of ethmoiditis, 
or diseases of the maxillary antrum. Orbital abscess with con- 
sequent exophthalmos is most frequently the result of diseases 
of the ethmoidal cells, but may occur as the result of sphenoidal 
infection. One of the early ocular signs is a change in the per- 
ception of red and green, in the formation of a scotomal ring, 
which may be closed or broken. <A large percentage of head- 
aches, when an error of refraction has been eliminated, is 
doubtless of sinus origin. As a rule, there are two frontal 


*Read before the Louisiana State Medical Society meeting, April 19 to 21, 1921. 
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sinuses, but there may be but one, and in rare instances, there 
may be none. It must be borne in mind that the frontal sinuses 
are subject to wide variations, both in size and conformity. 
There are also the posterior ethmoidal and sphenoidal cells, 
anterior ethmoidal cells, and two maxillary antrums. 


All sinuses vary greatly in size and shape in different in- 
dividuals. They are all supplied by the trifacial nerve, and 
this fact should be borne in mind in tracing the route of reflex 
phenomena. There may be an infection of one or of all of the 
sinuses. 


In infection of the antrums, the frontal sinuses and the 
anterior ethmoidal cells, the discharge makes its way anter- 
iorly, and is blown from the nose. In infection of the poster- 
ior ethmoidal and the sphenoidal cells, most of the pus finds its 
way into the pharynx. Any discharge of pus from one nostril, 
especially if periodic in character, which smells and tastes fetid 
to the patient, should always excite the suspicion of the doctor 
of the presence of an infected antrum. Facial neuralgia is 
most commonly caused by diseases of the maxillary antrum. 
Crusts on the middle turbinate are most common in ethmoidal 
suppuration, but may be present when there is a scanty dis- 
charge from either the maxillary or frontal sinuses, or from 
the ethmoidal cells. When the ostium is in the floor of the 
sinuses, drainage is by gravitation, but when placed above the 
floor, the secretions are conveyed by ciliated epithelium. 


Empyema of the sinuses, especially the frontal, are more 
common after epidemies of influenza, than at any other time. 
Whether the influenza bacillus is capable of setting up a pur- 
ulent inflammation or not, is difficult to determine. It is possi- 
ble that in the intense engorgement of the nasal mucous mem- 
brane, a blocking up of the infundibulum takes place, and pus 
producing germs gaining access to the inflamed mucous mem- 
brane, give rise to the discharge. At the onset of the disease, 
the mucous membrane becomes greatly edematous, and a large 


amount of sero-mucus is discharged. The disease may grad- 
ually subside or the secretion may become purulent. Again, the 
discharge may go on to the chronic stage, and the mucous mem- 
brane hypertrophy, and become covered with granulation tis- 
sue and polypi. 
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Less than 25% of maxillary infections may be caused by the 
fangs of the bicuspid or molar teeth penetrating the cavity. 
The chief. symptoms are pain and discharge of pus. Pain be- 
ing more severe and constant in acute attacks. 

Much relief can be obtained from spraying the nostril of the 
affected side with a two per cent solution of coeaine, and a 
oné to five thousand solution of adrenalin, followed by an ap- 
plication of a thirty per cent. solution of Lunargen or Silvol 
applied on a small pledget of cotton, and allowed to remain 
from ten to fifteen minutes in the nostril. Ice bags may help 
to relieve pain. This line of treatment will apply only to acute 
cases, whereas in chronic frontal sinusitis, the removal of the 
anterior end of the middle turbinate bone or a submucous re- 
section will cure a large percentage of the cases. In excep- 
tional cases, more radical measures may be necessary. Pune- 
ture and irrigation of the infected sinuses may effect a cure, 
but when the case is chronic showing deep seated pathological 
lesions, it is but a waste of time. The extraction of a tooth 
for drainage from the maxillary antrum cannot be too severely 
condemned, unless a diseased tooth or necrosis of the alveolar 
process is responsible for the discharge. This should be the 
only excuse for resorting to such unscientific procedure. 

Before resorting to radical operations, radiographic pictures 
should be made. In doing so, the minutest details regarding 
technique, angle of direction of the rays, position of the head, 
distance of the target of the tube from the head, and length of ex- 
posure, should be followed. 


REFERENCES. 
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DISCUSSION. 


Dr. William T. Patton, New Orleans: The subject of the sinuses 
is a very important one, and is close to the general practitioners as 
well as specialists. Hardly a day passes that we do not have patients 
coming in saying, “I have a cold in the head,” and we ask them why 
they did not come sooner. We find that they have had this so-called 
cold in the head for ten days or two weeks. A “head cold” that will 
last more than five days is usually a sinusitis. It may be catarrhal 
or suppurative. It usually starts as a catarrhal eondition, and winds 
up in a suppurative condition. Any case that does not clear up in 
five days should not be tampered with. 

There is one condition we see in our clinic, and I have seen three 
or four cases, and that is, the ethmoid sinus rupturing into the orbit. 
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All three of these cases were in children under eleven years of age, 
and were first seen by general practitioners, one of them having been 
seen by an oculist. The patient came in with a high fever, exophthal- 
mos, the upper lid very much edematous, the patient apparently very 
sick, and the eye was pushed forward and outward. All three of 
these cases had been incised with a pin point puncture, a very small 
opening made. Why, I do not know. One case we lost because it 
was seen too late. The other two cases I saw on the third day, and 
in these I made a large incision, got into the ethmoid cells, and 
drained the pus, and the orbit was able to take care of itself. These 
sinuses rupture into the orbit. The orbit is practically in contact 
with the ethmoid cells. The partition between the two is thin, and 
we have only muscles and fascia covering the orbit to afford protec- 
tion, and it is easy to get into the orbital tissues. Infection may 
spread and involve the optic nerve and subsequently enter the brain. 
Whenever you have these cases to deal with, incise them freely. 
You can follow the orbit straight back because the periosteum is 
separated and you can find the foci of infection and relieve the con- 
dition. 

Dr. Crebbin mentioned the symptoms of trouble in the antrum, 
which are usually pain and temperature. Do not let these symptoms 
fool you. He was speaking of acute antrums when he mentioned 
those symptoms. Antrum cases will give absolutely no symptoms 
except pus, and usually there is no pain over the antrum. Do not 
let pain over the antrum mislead you. The pain is not really over 
the antrum, but over the orbit or back of the head. 

Another thing I have been impressed with is that some years ago, 
when I was enthusiastic about doing the Caldwell-Luc and other 
radical sinus operations, I visited Skillern in Philadelphia, and he 
said he had the hospital full of cases in which radical Killian opera- 
tions and radical sinus operations had been done. I asked him how 
long certain cases had been in the hospital, and he replied, they had 
not been there very long, one four weeks, and the other eight weeks. 
When you do a radical operation you form a cicatricial cavity which 
does not function the same. Of late years I have not done any radi- 
cal operations on the antrum except in polypoid and necrotic condi- 
tions. It is surprising how many polypoid conditions of the antrum 
will clear up with simple Douglas puncture and working or making 
opening into antrum through nose. We have three doctors who have 
chronic antrums, two of them not well enough to be considered really 
well. They were operated on six or seven times, have always had 
trouble, and the sinuses remain open. One of them had a radical 
operation on one side, and the other side was washed out several 
times. The one on which the radical operation was done troubles him. 
The other side seldom ever troubles him. Simply puncturing and 
washing out is enough. My advice is not to be in too big a hurry 
to do radical operations on these cases. 

Dr. M. P. Boebinger, New Orleans: I have in mind a case of ex- 
ophthalmos, in a negro, at the Charity Hospital, where in working 
on him recently I did a local Knapp, and when I report this case it 
must be as a failure. This poor negro showed quite a little dis- 
charge. My friend, Dr. Feingold, saw him. The fundus is negative. 
However, the eye has changed very markedly, and one of the post- 
graduate students, during my absence on the morning of the opera- 
tion, was manipulating the eyelid and the eyelid became caught in 
the rear of the ball, and he was in a quandary as to how to restore 
the lid. One of our confreres was present and readily placed the 
eyelid back in place. This case is an absolute failure, as I shall re- 
port in my paper. My reason for saying it is a failure is because 
the os planum was completely destroyed, the contents of the eye 
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was thrust over into the upper portion of the nasal chamber, and 
in my attempt to excavate the ethmoids and the sphenoids from that 
side, I made a rank failure. All I could do was to curette the orbital 
fat and I had lots of hemorrhage. I am very sorry, but I am not go- 
ing to give up in despair, because I know there is still another method. 
I will go through the antrum of Highmore, feeling I can possibly do 
something for this unfortunate individual. 

Another case, that of a child eight years of age, in whom nasal 
polypi had extended from the nasal vestibule, which I was able to 
reach and remove. I did a Mosher with absolute failure. In two 
weeks’ time the polypi returned. The mother did not give up, and 
two weeks later I did a Knapp operation, and am glad to report that 
the youngster is now well. 

Another case of sphenoidal sinus trouble. The case was one of 
continued conjunctivitis which was referred to me by a general prac- 
titioner. I knew nothing about the eye condition. A skiagraph 
showed ethmoidal and sphenoidal sinusitis. Operation on these sin- 
uses cleared up the conjunctivitis. 

Dr. J. Joseph Ryan, New Orleans: For the relief of sinusitis, I 
would like to emphasize Dr. Crebbin’s suggestion of submucous re- 
section for the removal of septal deflections that interfere with per- 
fect drainage and ventilation of the inflamed and infected sinuses. 
I am glad to note that Dr. Crebbin has suggested the removal of the 
anterior end of the middle turbinate for the correction of frontal 
sinusitis, and not turbinectomy, as is done occasionally. Turbinec- 
tomy should be performed only as a final procedure or preliminary 
to radical sinus operations. The middle turbinate, as we know, is so 
placed that it is a protector to the openings of various sinuses of the 
head, and as such I would urge that we be more conservative in the 
complete removal of these organs. Hypertrophy of the turbinates 
which we see so frequently associated with sinus conditions can be 
corrected by such treatments as cauterization, the removal of the 
anterior or posterior ends, compression by Beck’s conchotribe, etc. 

Dr. J. T. Crebbin, New Orleans (closing): In reference to pain 
and fever, I believe Dr. Patton misunderstood what I said. I said 
pain and discharge. These patients may or may not have fever. 
That is not an infallible sign, but these patients will invariably have 
more or less pain according to the severity of the attack. They are 
also likely to have some discharge. 

In reference to the radical treatment, I mentioned in my paper 
that it is seldom necessary to perform a radical operation for a fron- 
tal sinus involvement, but I am still wedded to the theory that 
maxillary involvement of long standing is one of the conditions 
which require radical measures. 





THE ORAL FOCUS IN SO-CALLED SCIATICAS. TWO 
INTERESTING CASE HISTORIES.* 


By DR. WM. A. LURIE, New Orleans. 


To review the subject of local infection, and particularly 
its relation to rheumatism, joint pains and neuritis, would re- 
quire a review of the greater portion of the medical literature 
of today. 


*Read before the Orleans Parish Medical Society, January 23, 1922. 
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Opinions vary in the stating of the causes of these condi- 
tions from that of the mutability of germs to their selective 
action and from the formation and circulation of toxines of a 
selective character to that of an area of least resistance and 
traumatism. In selected cases, or in certain series of cases, 
each causative factor is tenable and lengthy arguments in 
either direction can find many adherents and supporters as 
well as many who will ridicule and oppose. 

This paper will not deal with any theories as to etiology nor 
with any unusual findings in cases, but is intended to point out 
that often the real etiological factor is overlooked, not in its re- 
moval, but rather in its complete and radical removal. If it 
be infection or intoxication, the source of the supply of either 
must be eliminated and properly so to produce the sought for 
results. (This eontemporary does not of necessity confine itself 
to oral foci, but to any focus anywhere in the body as well.) 
The focus must be removed to prove the required relief. Its 
partial removal usually is of no value, for recurrence is bound 
to take place, and in the majority of instances no relief is ex- 
perienced. Through the incomplete removal of the focus and 
the failure to attain relief for the patient, one is often led to 
believe that too much importance was attached to the focus 
discovered. It must be recognized that multiple foci of infec- 
tion may exist concomitantly, either orally, or orally and else- 
where about the body. The extra oral or the metastatic focus 
cases are not considered within the scope of this paper, however 
the same rule of the complete removal of the cause holds true 
in them. 

Oral foci of infection may be of several varieties, ranging 
from a primary focus of irritation and toxicity from some 
growing embryological factor, (tumor or unerupted tooth or 
cyst) to a focus the result of some secondary infection of dental 
origin, often introduced through dental operations. Vast num- 
bers of cases of oral infection of more general and superficial 
type of the characters of a general or even a localized gingivi- 
tis and the so-called pyorrhea alveolaris must not be lost sight 
of either. However cases of the latter character are not consid- 
ered in this paper. 

The two cases about to be reported are of the type of sec- 
ondary infections due to infections following directly or indi- 
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rectly after dental operations. The distinction of direct and 
indirect infection is made at this time for infection may follow 
directly, as the result of root canal surgery in a tooth or the 
root canal surgery may have been performed in an attempt 
to remove or relieve a pre-existing infected area. In either 
instance when it is determined that a given focus might be 
the cause of symptoms the ultimate procedure is similar and 
a complete operation for the removal of the cause must be un- 
dertaken for the relief of the patient. 


It is insufficient to consider the removal of an infected tooth 
by the operation of extraction as a complete removal of in- 
fection. Such a procedure is incomplete surgery for it seldom 
removes the infection. Curettment through the socket of an 
extracted tooth is not always possible. Curettage through a 
socket increases the traumatism of the operation and adds to 
the patient’s infection and intoxication by the maceration of 
the infected tissue within itself or the introduction of another 
infection. It is safer surgery and better practice to expose 
the site of infection by a flap operation, reflecting the muco- 
periosteal tissues and the subsequent removal of the buccal 
plate of the alveolus, permitting of the removal of the infection 
or irritant by an open surgical method. In this manner no in- 
fected nor thickened membrane is left in the socket. Infee- 
tion and irritation can thereby be amply removed. The trau- 
matisation of the tissues is minimized. 


Case 1. Mr. L. B., 46 years old. Personal and family history 
were negative in their relation to the present illness except that sev- 
eral years before the patient had met with an accident which caused 
him to be bed-ridden, for about a month. Since then had remained 
in good health up to the time of present trouble, which started three 
weeks before coming under my observation. 

Pain developed suddenly in the left hip and leg. Pain was aggra- 
vated on motion, alteration of position of limb causing great suf- 
fering. Pain was more particularly confined to the sacral region and 
along the sciatic nerve. Diagnosis of sciatica was made by the con- 
sulting physician and the treatment by salicylates instituted. Be- 
cause of the severity of the pain, patient was given codein. 

Examination of the patient generally was not undertaken by me, 
but a careful examination of the mouth was made. This patient 
had lost but two of his allotted teeth, and one was crowned with a 
gold crown. One of the missing teeth was an upper right first bi- 
cuspid, and the other the upper left first molar. The remaining 
teeth were without fillings and all were in excellent state of preser- 
vation and well cared for. There did not appear to be any irrita- 
tion about the gum margins, of the type of gingival irritation or in- 
fection. 
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The several suspicious areas were radiographed. The history of 
the two areas, that of the crowned lower left first bicuspid and the 
space of the upper right first bicuspid was given as follows: During 
the accident several years previously the upper first bicuspid’ was 
broken. After several ineffectual attempts to save the tooth it was 
supposedly drawn. The area did not heal well and the patient was 
subsequently told that a piece of root was left behind, but that it 
would cause no further trouble. After several months this area 
healed over. Some time later a “gum boil’ developed at the site and 
was opened. This boil drained for a long period of time. After the 
healing of the gum boil the patient experienced no further trouble 
locally. The crowned lower left first bicuspid was crowned about 
four years previously because of extensive decay. The tooth had 
not been devitalized and no root canal filling was visible radiographi- 
cally. The tooth evidently was non-vital. 


In the pictures of these two areas extensive alveolar absorptian 
was visible in the upper area. The entire tooth socket could be out- 
lined and a piece of tooth root was still visible within the socket. 
In the picture of the lower jaw tooth there was not the marked area 
of absorption visible but rather an area of denser bone structure 
was to be noted about the apex of the tooth. The thickened bony 
area was evidently the result of local resistance to the toxicity from 
the putrid pulp within the tooth. 

Under local anesthesia the area in the upper jaw was opened, the 
portion of root was dissected out and a large amount of granuloma- 
tous tissue removed from the alveolar process. The area was then 
sterilized by iodine. The tissue flap was sutured into place with horse 
hair. A similar dissection of alveolar process was made in the lower 
jaw and the crowned first bicuspid removed. 


The following day the patient reported having had a comfortable 
night without the use of codein and that he could walk about with 
considerably less pain. After three days the patient left the city 
and returned to his home. The operation sites were healing by pri- 
mary union and the painful sciatic condition fast disappearing. No 
internal treatment was given. It is now a year since this case was 
seen and there has been no recurrence of pain. 

Case 2. A local physician, 42 years old. Personal and family 
history negative. Had been in good health up to about six weeks 
before the time of present history, when pain of severe type devel- 
oped in the sacro-iliac area, particularly along the left sciatic nerve 
and radiating to the coccyx and knee. 

This patient had come to me about eighteen months previously, 
while in good health, for an X-Ray examination of the teeth, which 
at that time revealed several non-vital teeth, five of which showed 
infection and one tooth with a non-vital pulp. There was nothing 
done with the infected teeth, although the one with the non-vital 
pulp was treated and filled by his dentist. This patient remained in 
good health for about eighteen months, when following an acute 
rhinitis, there developed gradually the pain as described and simu- 
lating sciatica. The patient at first thought the pain might be of 
traumatic origin. Treatment by rest, hot packs, hydro-therapy, was 
undertaken without relief. Atophan in doses up to 60 grains daily 
gave only temporary and transient relief. At this time a second set 
of dental radiograms was taken and confirmed the findings of the 
infections previously described. The infected teeth were then or- 
dered removed. Removal by frank surgery and the opening of each 
tooth socket through the alveolar process was advised. The patient, 
however, permitted but one tooth to be removed and, on not ex- 
periencing relief, consulted an orthopedic surgeon, who ordered a 
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belt to be worn; later, he visited a nationally-known genito-urinary 
surgeon, who claimed the prostate was enlarged and the seat of 
trouble. A bacteriologist found colon bacilli in the urine and thought 
possibly his findings were the cause of the persistent trouble. 


This complete examination from various sources was made with 
the hope of determining the source of infection and undertake its 
elimination. As a result three possible sources for the trouble were 
discovered. In attempting to treat this condition non-surgically, the 
patient went to Mt. Clemens for a ten-day stay, when he realized 
that the mineral baths were of no benefit. While returning home 
through Washington, the patient subjected himself to the removal 
of two teeth in the hope of relieving himself from pain. These teeth 
were extracted by a dentist who did not undertake a curettment of 
the infected sockets. Upon his return to this city, a period of three 
weeks after the extraction, there had been no cessation of pain fol- 
lowing the extraction of the teeth. Oral examination showed very 
little healing of the areas from which the teeth had been extracted. 
The patient at this time was advised to have the remaining infected 
teeth removed by frank surgery, as it had been originally suggested 
at the time of the onset of the pain. 


Under local anesthesia, the areas from which teeth had been ex- 
tracted three weeks before were reopened, the alveolar process re- 
sected and there were removed from the apices of these sockets sev- 
eral granulomata. The other infected teeth were removed by alveo- 
lar resection. 


Forty-eight hours after removal of the teeth and the granulomata, 
the sciatic pains disappeared, much to the gratification of the patient. 
It is now several months and, to my knowledge, there has been no 
recurrence of pain and no discomfort in the sciatic region and the 
patient is now comfortably wearing a partial plate, through which 
the missing teeth have been replaced. 


Reviewing these two cases as an expression of oral foci of 
infection, it appears that the conclusions to be arrived at from 
them are, first, that it is more important to remove the foci of 
infection in their entirety, once they are discovered, than to 
attempt their removal by the loose method of tooth extraction. 

Second, that tooth extraction without the eradication of the 
irritant, as a granuloma or the infection, as an abscess or cyst, 
only adds to the possibility of the introduction of a secondary 
infection and perhaps the aggravation of the symptoms. 

Third, that a great amount of infection or intoxication may 
be taking place without symptoms from apparently dormant 
infected areas accidentally discovered, and that symptoms from 
such foci may develop spontaneously when over-intoxication 
does take place or secondarily after a lowering of vitality 
through some acute infection, or traumatism. 

Fourth, that dental replacements of the missing teeth should 
be such as does not continue the irritation, infection or intoxi- 
cation for which the removal of the teeth was performed. 
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Dr. S. K. Simon: I would like to ask Dr. Lurie whether he has 
had any personal experience with the employment of autogenous 
vaccines made directly from the pus of an apical abscess in the treat- 
ment of remote infections in the visceral organs. The point has been 
stressed already, and I think correctly, that remote effects of dental 
infection are frequently present in the gall bladder, appendix and 
other abdominal viscera, even after the original focus has been re- 
moved. Dr. Lurie will probably be able to enlighten us whether 
stomatologists have taken up seriously the question of not only cur- 
ing — infections but the infectious sequelae in other organs 
as well. 





A CLINICAL STUDY OF THE COLORIMETRIC 
METHOD FOR DETERMINING GASTRIC 
ACIDITY.* 


(PRELIMINARY REPORT.) 
By DANIEL N. SILVERMAN, M. D., New Orleans. 

Up to the present writing our observations in the clinical use 
of the colorimeter for estimating free gastric acidity extend 
over a period of one year and four months. At the beginning 
of this investigation the apparatus as devised by Shohl and 
King was made available for practical use for the first time. 
And it may be stated that we were among the first to receive 
this outfit. for trial outside of their own laboratories. 

The method in question simply has as a basis the determina- 
tion of the real or physiologic amount of hydrochloric acid 
in the gastric contents by the colorimetric method of measur- 
ing H-ion concentration. The employment of colorimetry for 
this purpose is by no means a new procedure. Being based 
upon the H-ion concentration it is recognized by chemists as 
second only to the more accurate electrometric method. The 
latter is entirely too complicated and requires too much ap- 
paratus for the ordinary clinical purposes. Osborne“) of Aus- 
tralia foresaw a more extended use for the indicator ladder 
while Hawk speaks of it as one of the best procedures for de- 
termining the physiologic HC1. But, not until Shohl at Johns 
Hopkins worked out a simplified technic did we possess some- 
thing of practical value along this line. This having been ac- 
complished quite recently, you will not find mention of such 
work in our leading clinical text-books on the digestive tract 
including the latest of Aaron and of Bassler. 


*Read before the Orleans Parish Medical Society, January 23, 1922. 
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As fully explained in their original article‘), Shohl and 
King are using a range of standard acid mixtures of known 
amounts with the indicator thymolsulphonephthalein. This 
variety of colors corresponds to certain acid values expressed 
in terms of H-ion concentration from 1.4 (hyperacidity) to 3.0 
(anacidity) or at the same time in terms of the number of cubic 
centimeters of tenth-normal hydrochloric acid in every one 
hundred cubie centimeters of gastric contents The filtered 
sample of gastric contents is taken in the amount of 2 c. ec. 
and two drops of the indicator solution, 1% thymol blue, are 
added from the pipette. The resulting reaction is compared, 
as described by the authors, with the standards. 

There has been selected for our particular study a compar- 
ison of the results obtained by using the new colorimeter with 
the results of titration with N/10 sodium hydroxide after add- 
ing dimethylamidoazobenzol (Toepfer’s reagent). The cases 
in this series represent various types of gastro-intestinal dis- 
turbances in which a gastric analysis was indicated. The two 
very obvious advantages of the colorimeter, namely simplicity 
and portability, justified a clinical study in detail in order 
that we might learn more about it and as to whether or not 
one could recommend it for general usage. 

Of some fifty samples of gastric contents we found that H-ion 
concentration gave practically the same results as the readings 
by titration in normal and hyperacid cases. On the other hand 
colorimetric readings varied a great deal with Toepfer’s meth- 
od in some cases of low acidities. For instance, four samples of 
eontents gave free acidities varying from 5 to 10 by titration 
wheras the H-ion concentration was 3.0 (anacidity) in each 
case. Great importance must be attached to such differences, 
especially in the phase of low acid cases. The absence of hy- 
drochloric acid is of the utmost importance from a clinical 
standpoint according to Aaron. For, as this author rightfully 
states, when hydrochloric acid is found to be present it is 
unnecessary to test for pepsin or pepsinogen, since this ferment 
is always present when free hydrochloric acid can be demon- 
strated. Aside from this fact, the researches of Rehfuss has 
convinced us that degrees of subacidity stand for disturbances 
of pathological character directly or indirectly altering the 
gastric function. He has found that, in a study of several 
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hundred digestive stomachs of normal individuals so called hy- 
peracidities were frequently encountered. This was not at all 
true of the low acid reaction. Therefore, we believe that the 
severity and chronicity of certain disease conditions interfer- 
ing with gastric secretion may be better judged by a more ac- 
curate means of determining the stomach acidity. 

The detection of an absence of free HC1 often means a great 
deal towards restoring many of the necessary functions of this 
chemical in gastric and duodenal digestion. To enumerate 
a few of them, one might mention the sterilizing property, pre- 
vention of fermentation and putrefaction, activation of pep- 
sinogen and the stimulation of pancreatic secretion to some 
extent at least by indirect hoérmonic action of secretion. 

Whenever there was shown to be an achylia with Toepfer’s 
reagent, as illustrated by two of our cases, the colorimetric 
reading was 3.0 (anacidity). Cases of very mild degree hypo- 
acidity were shown to have slightly less acid than the normal 
by both methods. This group constitutes a large proportion 
of the abnormal gastric secretions resulting from some chronic 
biliary and appendiceal infections, neuroses, chronic gastritis 
and a very few systematic syphilis. As we are well aware, the 
rule of thumb cannot be applied to the effect of certain diseases 
upon gastric acidity and one may occasionally find an hyper- 
acidity in one case of cholecystitis while another case with the 
same diagnosis will fall into the usual group of this disorder, 
namely, subacidity. 

With the almost daily application of colorimetry in these 
analyses many points of interest and of value for the future 
betterment in its application have come to our notice. Filtered 
specimens of gastric contents can now be examined hastily with 
a minimum of apparatus. Titration has too often been depend- 
ent upon supposedly’ N/10 sodium hydroxide which has been 
carelessly handled and exposed to other chemicals and to glass- 
ware over long periods. The alkali has been found to deviate 
from its original strength. This statement is based upon analy- 
ses of a few such samples obtained from private and hospital 
laboratories. 

Just as the colorimeter is applicable to the one-hour extrac- 
tion of the test-meal it may be used for the interval or frac- 
tional specimens. From the present indications one might as- 
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sume that sufficient experimental evidence is being presented 
to prove that the simple one-hour digestion as determined by 
the analyses of contents taken at that period is more accurate 
than tests made every fifteen or twenty minutes until the 
stomach is emptied. 

Gorham‘*) has shown with a series of pathological cases that 
different portions of the same gastric chyme yield varying de- 
grees of acidity Whereas, Wheelon‘) just recently in his 
studies of digestion in normal medical students confirms the 
findings of Gorham. He (Wheelon) surprisingly proves to us 
that the height of stomach acidity is reached at one hour if the 
entire contents are recovered after that length of digestion 
while the fractional method delays the point of maximum acid 
secretion and emptying time to two hours or more. Our own 
studies in the light of these experimental facts leads us to be- 
lieve that a more detailed study of gastric stasis and of the 
quantity of secretion can be made by obtaining the entire resi- 
due at one sitting. 

Referring now to the character of specimens examined with 
the colorimeter, we have learned that, whenever filtrates re- 
main cloudy, this opacity will prevent accurate readings. 
Therefore it is sometimes necessary to filter more than once or 
to centrifuge for a few minutes before adding the indicator 
solution. This has not been the case excepting in rare in- 
stances. 

Occasionally specimens are altered by the presence of foreign 
coloring matter such as bile or blood. Filtering or centrifuging 
will sometimes do away with this factor to a small extent. At 
best, readings are only approximate in such instances. How- 
ever, the effect of such colors upon thymol blue as an indicator 
and the result after comparison with the standards is no greater 
than the effect upon Toepfer’s titration. With contents that 
are too highly colored equal parts of distilled water may be 
added to one or two ce. ¢. of the sample before adding the indi- 
eator. This last. procedure is sometimes followed in instances 
where the specimen is of insufficient quantity or when the 
clinician is desirous of repeating the test. Doubling the volume 
by adding equal parts of filtrate and water always halves the 
concentration of acid. The reading of the standard that 
matches this sample must therefore be doubled. 
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In three instances we have examined the filtered contents 
with the colorimeter and then re-examined them after periods 
of twenty-four, forty-eight and as long as seventy-two hours. 
The acid content was constant although each specimen was kept 
in the laboratory for the already stated periods of one, two 
and three days. 

Having spoken of the material that varies, that which is ex- 
amined, we shall now refer to the instrument and some obser- 
vations that have been made upon it in the many months of 
its use. After a lapse of approximately eight months, there 
was a noticeable precipitate of dye and a slight change in color 
of some of the sealed standard acid mixtures. This naturally 
prompted some investigation into the stability of the standards 
and they were returned to the manufacturer for testing. They 
reported back as follows: There was no essential change in 
the anacid and hypoacid mixtures (3.0, 2.4, and 2.0). The 
1.8 had become identical with 2.0 and the 1.6 was almost iden- 
tical with 1.8 without a marked change. They stated that 
1.4 (the hyperacid value) had undergone a decided change 
and did not match any of the other standards. Since this orig- 
inal set had been used prior to the change in the formula for 
producing these standards, it may be that the newer ones which 
we are using at present will prove more stable. Although, it 
is quite likely that there will always be some alteration after 
aging just as has been the case with the dilutions of phenolsul- 
phonephthalein as employed in the renal function test. 


CONCLUSIONS 


The colorimeter is a simple, time saving instrument of suffi- 
cient accuracy for the clinical examination of the free hydro- 
chlorie acid in gastric contents 

Colorimetry, being based upon the scientifically accurate 
means of determining the true hydrochloric acid, the H-ion 
concentration, has been found to more nearly approach the 
exact results obtained by the last named method than Toepfer’s 
titration. And, this has proven of great value since dimethy- 
amidoazobenzol often gives too high readings. 

Contents to be examined must be clear as possible and de- 
void of coloring matter to give the best results 
The standard solutions should be tested from time to time 
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for any change in their original color and new ones substituted 
after a lapse of six or seven months. 
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DISCUSSION. 


Dr. F. M. Johns: I should like to commend Dr. Silverman for his 
energy in trying out this latest addition to our laboratory methods 
on so large a series of cases. 

The same trouble with abnormal gastric contents that he has re- 
ported, I have unfortunately encountered also. All of the indicators 
for hydrogen ion concentrations are seriously influenced by the pres- 
ence of albuminous bodies particularly, and I do not believe that this 
method will ever be useful for determining the acid ionization in a 
fluid that is often rich in albuminous bodies. Salivary secretion and 
bronchial mucus are also large contributing factors of variation in 
different cases. The reason, as Sorenson long ago pointed out, is 
that the indicator is not primarily affected, but that the degree of 
dissociation of the acid ions from the acid and acid salt is profoundly 
influenced by albuminoid bodies. 

We have in the past years built up an enormous amount of litera- 
ture of symptomatology and therapeusis centering around gastric 
estimations made with Toepfer’s reagent for determining the pres- 
ence and amount of free hydrochloric acid. An experiment that 
shows conclusively that terms of hydrogen ion concentration cannot 
be interpreted in terms of free hydrochloric acid as titrated by Toep- 
fer’s may be performed as follows: 

To a neutral gastric content containing no free hydrochloric acid, 
add a definite amount of hydrochloric acid and then determine the 
free hydrochloric acid values with Toepfer’s (which will be found to 
be almost identical with the amount added), and then determine the 
hydrogen ion concentration by means of thymol blue, which is the 
indicator used by the colorimetric method. The reading with the 
latter will usually be only about one-fourth as much as with the 
former. Thus it would seem to me that for this particular purpose, 
the old titration method, with the standard reagents, had best be 
continued. 

Again, the very valuable check furnished by determination of the 
combined acids is also of value and this method is not obtainable 
with the colorimetric method. 

Dr. S. K. Simon: Dr. Silverman is to be commended upon the ex- 
cellent piece of experimental work he has undertaken. This method 
was suggested by Scholl and King, about one and one-half years ago, 
and up to the present time little confirmatory work has been pub- 
lished regarding its merits. Though my experience with the method 
does not cover as large a field as does Dr. Silverman’s, I have gained 
a few impressions concerning its relative advantages over the titra- 
tion method, as well as some of its disadvantages. In its favor, it 
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might be said that a greater degree of accuracy is possible with the 
use of the colorimeter, especially in experimental and physiological 
fields. Likewise, the necessity for frequent re-titration, and re- 
standardization is obviated, which constitutes one of the main dis- 
advantages connected with the use of the usual decinormal solutions. 
However, in the employment of all colorimeter methods the per- 
sonal equation is made to figure to a great extent in the readings. 
This has been true of the phenolsulphonephthalein test, in the urine, 
as likewise with the various color estimations of hemoglobin. There 
is also added danger of a fading or change of tint, inherent in all 
standard color solutions. The necessity for a clear filtrate is an- 
other point which has been stressed by Scholl and King to attain 
accurate readings with the colorimeter, and this, as is well known, is 
not always easily obtainable with the gastric filtrate. 

Altogether, I think it would be fair to say that while this newer 
method of colorimeter reading constitutes a distinct advance in the 
field of the analysis of gastric secretions, the old-time chemical or 
titration method still lends itself best, I think, for practical routine 
clinical application. 





THE REPORT OF AN INTERESTING CASE OF IN- 
FECTED BLADDER AND KIDNEYS PRODUCING 
PRIMARY SYMPTOMS AND UNRECOGNIZED 
AS SUCH ON ACCOUNT OF MALFORMA- 
TION OF SACRUM.®* 


By DR. W. P. BRADBURN, New Orleans. 


H. G. S., white male, aged 21, barber by trade, was seen November, 
1920, complaining of inability to control urine, with marked pain 
whenever the bladder emptied, and with even worse control at nights 
than during the day. He had been wearing a urinal ever since 
childhood. 


Family history is negative for any chronic diseases, and, particu- 
larly so for any previous congenital deformities or involvement of 
the nervous system. Mother and father still living and well. Five 
sisters and brothers living and well, the death of the only child lost 
was due to pneumonia, when four months old. 

His previous medical history, except that referring to his present 
complaint, was negative except for the usual diseases of childhood. 
As regards the medical history of the condition which we wish to dis- 
cuss, we believe that his own written account would be best included. 


“My first examination was when about six months old. This ex- 
amination was in regards to my feet and what then seemed to be a 
large growth to right of back, just above the hip. The three family 
doctors advised my parents to let nature have its way. So then, after 
it was seen that I had no control over my water, they were con- 
sulted again, but could see nothing except the spine that would cause 
my trouble, and they could not see anything to be done; and my peo- 


“Read before the Orleans Parish Medical Society, January 23, 1922. 
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close examination he pronounced it nervous troubles caused from 
spine. So he advised me to see some orthopedic doctor, as there 
might be some chance of straightening my spine. But not being able 
to go to St. Louis; as advised, I consulted several chiropractics. They 
all said that my spine was the trouble, but could not say what results 
I would get from their treatment, as my spine was too nearly de- 
veloped. I then went to a urinary specialist at Pine Bluff. I was 
again told that it was some nerve pinched by the spine. He then ad- 
vised me to go to an orthopedic institute in St. Louis. This I did, 
and, after an examination without any urinary tests, they said that 
it was spine trouble. I then went to one of the large surgical clinics, 
and after going through the whole clinic, I took nearly every exami- 
nation I can think of, except the kidney and bladder from the inside 
(meaning cystoscopic), and at the windup of all the examinations 
it was pronounced nervousness caused from the spine, and as to 
operation or any treatment, they did not advise.” 

Examination when first seen revealed the following: Moderately 
well nourished white male, about 5’ 4” in height. Head, neck, teeth, 
tonsils, etc., negative. Heart, lungs, negative. Abdomen: there is 
no enlargement of spleen, and lower border of liver just palpable. 
In region of both kidneys slight suggestion of pain, notably greater 
on the left (he remarked here that he had had frequent attacks of 
pain, not very severe, however, in the region where the left kidney 
had been palpated, and thought it had been due to his bowels). Ex- 
amination of the back was negative except in the lumbo-sacral re- 
gion, where a marked curvature was noted with a decided promi- 
nence about the region of the right sacro-iliac joint, with a flatten- 
ing in the region of the left. The inter-buttock fold was practically 
absent, until near the anus, the right buttock being larger than the 
left, genitalia negative. Prostate apparently increased in firmness 
and size, but not unusually sensitive nor otherwise abnormal. The 
thighs were negative. The legs showed poorly developed muscles. 
The feet were of the contracted type but did not interfere with walk- 
ing nor were they specially noticeable when wearing his shoes. Nerv- 
ous system negative, except for a more active patella reflex than is 
usually seen, but about equal for both the right and left sides. Ex- 
amination of the urine showed it to be milky in appearance with an 
appreciable trace of albumen and innumerable pus cells. Stained 
sediment showed large numbers of gram negative bacilli and sper- 
matazoa. Irrigations of the bladder showed a capacity of slightly 
over an ounce. These were continued daily at first, later lengthen- 
ing the intervals and instilling a %‘ protargol solution. The pa- 
tient was educated to irrigate his own bladder at home with 1-5000 
solution of potassium permanganate, and later boracic acid solution 
and normal saline solution. This he still continues. As a result of 
this irrigating, distending to the limit, an increase in bladder capac- 
ity was obtained until in first half of December about 4 ounces could 
be tolerated and further investigations were begun. The bladder 
now being much less irritable, we began our cystoscopic investiga- 
tions. The bladder was negative except for a slight edema of the 
trigone with apparently scarring, giving one the idea of healed ulcera- 
tions running down towards the prostatic region. No suggestion of 
a median lobe was noted, but the lateral lobes suggested a slight 
enlargement. Withdrawing the scope still more, we were able to 
study the prostatic urethra, which showed a marked hypertrophy of 
the veru montanum, appearing under the scope to be about %” in 
height from the urethral floor and one-half inch width at apex and 
slightly smaller at base. About 2/3 of the distance up from the base 
were noted two openings, equi-distant on either side from the median 
line, and into which the urethral catheter could be easily passed for 
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about 4% cm. These were taken to be the orifices of the ejaculatory 
ducts. Passing again into the bladder, it was noted that the left 
ureteral orifice was distinctly nearer the urethral orifice than. the 
right. Both orifices were easily entered and catheters passed with 
ease up to either kidney. The urine from both kidneys was cloudy, 
being decidedly more so on the left. Microscopic examination showed 
many pus cells and gram negative bacilli in both. Routine lavage 
of the kidneys was then begun, using at first silver nitrate 1/5% 
and later increasing to 1/2, and still later to 1/2% and 1% 
mercurochrome. 


Radiographic examinations by Drs.-Samuels and Bowie during 
February, 1921, gave us the following: “The urinary tract shows 
no evidence of stone in the kidney, ureter, or bladder on either side. 
There is a congenital fusion of the third and fourth lumbar verte- 
brae, and a congenital anomaly of the sacrum and coccyx, the latter 
two bones being practically absent.” A few days later, through their 
courtesy, the entire spine was examined radiographically and showed 
“a marked curvature of the spine in the lumbar region. Upper por- 
tion practically negative.” There is a congenital abnormality, as re- 
ported previously, in the region of the sacrum and coccyx. 

The improvement in the case was very evident from the beginning 
of the:bladder irrigations and was more rapid after the lavage of 
the kidneys was instituted. Previous to the treatment of the blad- 
der and kidneys, the patient was urinating practically constantly, 
protecting himself during the day by wearing a urinal, but at nights 
using a rubber sheet, etc., on the bed. His complexion was sallow, 
he avoided associates and would not indulge in any sports nor attend 
theatres, picture shows, or the like, and extremely despondent. Now, 
and for the past seven or eight months, he has not wet the bed at 
night, emptying the bladder only upon retiring and arising, and not 
being disturbed during the night. During the day he urinates about 
three or four times without pain or discomfort and is able to control 
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to the extent that if the desire to urinate be manifested while he 
is waiting on his customers (either shaving or cutting hair) he can 
continue his work without any difficulty or discomfort other than 
usual, and then empty the bladder with no leakage in the meantime. 
He still wears the urinal, however, as a protection, as occasionally 
while riding in the cars a sudden jolt may allow a few drops to es- 
cape. Eventually, I fully expect him to gain complete control. His 
complexion is distinctly better, his attitude has changed, he enjoys 
pleasure, associates, and has frequently. suggested picnics and the 
like when he was off for the day. He has gained at least fifteen 
pounds in weight and the development of the muscles of the legs has 
been decided, as well as the general increase in muscle tone and 
firmness throughout the body. The bladder capacity has increased 
to such an extent that he recently voided in my office 12 ounces with- 
out any appreciable discomfort as a result of the amount contained 
and there had been no leakage. Examination of the urine at present 
still shows pus cells but markedly reduced in number, with an occa- 
sional colon bacillus, but about the same amount of spermatozoa. 


Aside from the interest that the case has from the standpoint 
of congenital deformity, the more important lesson to be learned 
is that in making a diagnosis, especially where there is a con- 
genital abnormality, do not let the abnormality so predominate 
that it completely overshadows all other conditions and pre- 
vents us from further investigating along the lines that we 
would follow in the normal case and making the same deduc- 


tions, in other words, having made a diagnosis, try to prove 
your own diagnosis wrong, and if unable to do so then adopt 
it, but. let us not be too hasty in telling patients, particularly 
of this type, that nothing can be done, without first proving to 
ourselves that nothing can be done. 


DISCUSSION. 


Dr. E. D. Martin: There are many points of interest in this case. 
The distortion of the bladder and congenital malformation of the 
prostatic urethra were no doubt the result of impaired nerve func- 
tion, which, from the evidently undeveloped sacrum, we conclude, was 
arrested. This, too, resulting in incontinence of urine would ac- 
count for the contracted and infected bladder. With time, nerve 
activity improved and needed only the removal of the infection to 
allow better functioning, resulting in comfort and relief from a 
most distressing malady. Those who first saw the case were correct 
as to the original cause; had they gone further they would have found 
that the infection had become the real source of trouble, and just 
as a paralyzed limb is made useful by the transplant of an active 
muscle, so was this patient’s bladder made practically normal by 
removing the cause which made it inactive. From the improvement 
gained in this case we learn a great lesson, by attention to the re- 
sults of conditions we can at least give comfort to the afflicted, and 
Dr. Bradburn is to be congratulated for his efforts. 
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BULLETIN OF THE LOUISIANA STATE MEDICAL 
SOCIETY. 


By DR. P. T. TALBOT, Secretary-Treasurer. 
The following programs of Scientific Sections for the ap- 
proaching meeting of the Louisiana State Medical Society, have 
been received from the various Section Chairmen: 
SECTION ON MEDICINE AND THERAPEUTICS. 


Introduction by the Chairman. 
‘*Suggestion for Estimation of Circulatory Balance’’, Dr. 
C. P. Munday, Shreveport. 
‘*Diarrhea and Disturbances of Digestive Functions’’, Dr. 
D. N. Silverman, New Orleans. 
To Open Diseussion, Dr. 8. K. Simon, New Orleans; Dr. 
Randolph Lyons, New Orleans. 
‘*Report of a Well Developed Case of Tetanus, Success- 
fully Treated with Serum’’, Dr. D. W. Kelly, Winnfield. 
‘*Lethargic Encephalitis’’, with report of cases, Dr. W. 5. 
Kerlin, Shreveport. 
‘Report of Some Interesting Cases with Exhibition of 
Patients’’, Dr. D. O. Willis, Leesville. 
‘Blood Pressure’’, Dr. H. Guy Riche, Baton Rouge. 
To Open Discussion, Dr. R. C. Kemp, Baton Rouge. 
‘“‘The Treatment of Thyrotoxicosis’’, Dr. T. P. Lloyd, 
Shreveport. 
‘‘Treatment of Typhoid Fever’’, Dr. Geo. S. Bel, New 
Orleans. 
‘The Relation of Blood Examination to the Diagnosis of 
the Anaemias and the Leukemias’’, Dr. 8. Chaille Jamison, 
New Orleans. 
‘*Observations in the Treatment of Leukemia—with find- 
ings’’, Dr. E. L. Irwin, New Orleans. 
To Upen Discussion, Dr. Hamilton P. Jones, New Orleans. 


SECTION ON PEDIATRICS. 


‘*Pylorospasm’’, F. J. Kinberger, M. D., New Orleans. 


‘*Medical Social Service for the Childhood in Louisiana’’, 
Maud Loeber, M. D., New Orleans. 

‘“‘The Young School Child’’, W. W. Butterworth, M. D., 
New Orleans. 
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SECTION ON NERVOUS AND MENTAL DISEASES. 





‘‘The Unusual Child’’, Dr. Walter J. Otis, New Orleans. 
Discussion opened by Dr. Henry Daspit. 

‘*Failures of Adjustment and their Treatment’’, Dr. R. M. 
Van Wart, New Orleans. 

Title to be Supplied, Drs. Clarence Pierson and Irwin Levy, 
Alexandria. 

SECTION ON BACTERIOLOGY AND PATHOLOGY. 


‘‘The Leucocytiec Count and Its Relation to Various Clin- 
ical Diseases’’, Dr. W. H. Harris. 

To Open Discussion, Dr. R. O. Simmons and Dr. W. G. 
Stafford. 

‘‘A Correlation of the Blood, Spinal Fluid, and Clinical 
Findings in a Number of Unselected Cases Presenting a 
Probable Syphilitie History’’, Dr. F. M. Johns. 

To Open Discussion, Drs. S. 8S. Holbrook and H. Daspit. 

‘‘Some Observations on the Schick Test, and the Toxin- 

Antitoxin, Immunization, in the Control of Diphtheria’’, 

Dr. W. H. Seemann. 

To Open Discussion, Drs. J. Lanford and E. Moss. 
SECTION OF SURGERY. 

‘*Infective Osteomyelitis in Children, with Report of Cases’’ 

Drs. J. C. Willis, Jr., and Sr., Shreveport. 

Discussion opened by Dr. C. H. Mosely, Monroe. 

‘‘Acute Appendicitis a Surgical Problem’’, Dr. P. Graf- 

fagnino, New Orleans. 

Diseussion opened by Dr. G. M. Stafford, Alexandria. 

‘*Nonseptic Post Operative Adhesions’’, Dr. I. J. Newton, 

Monroe. 

Discussion opened by Dr. R. Matas, New Orleans. 

‘*Diagnosis and Treatment of Flatfoot’’, Dr. E. S. Hatch, 

New Orleans. 

Discussion opened by Dr. E. D. Fenner, New Orleans. 

‘*When a Diseased Gall Bladder Becomes Surgical’’, Dr. 

W. B. Chamberlain. Baton Rouge. 

Discussion opened by Dr. F. W. Parham, New Orleans. 

Surgical Trauma of Abdomen, Dr. R. O. Simmons, Alex- 

andria. 

Discussion opened by Dr. T. H. Watkins, Lake Charles. 
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‘Late Treatment of Fractures of Long Bones of Lower 

Extremities, Dr. J. T. O’Ferrall, New Orleans. 

8. ‘‘Fracture of Both Bones of Leg’’, Dr. Isidore Cohn, New 
Orleans. 
Discussion opened by Dr. J. A. Danna, New Orleans. 

9. ‘*The Treatment of Chronie Cystic Mastitis’’, Dr. W. E. 
Sistrunk, Rochester Minn. 
Discussion opened by Dr. E. D. Martin New Orleans. 

10. ‘*Caesarean Section Under Local Anesthesia’’, Dr. J. A. 
Hendricks, Shreveport. 
Discussion opened by Dr. J. Q. Graves, Monroe. 

11. ‘*The Next Step in Surgery’’, Dr. E. L. Sanderson, Shreve- 
port. 
Discussion opened by Dr. Carroll Allen, New Orleans. 
SECTION ON GYNECOLOGY AND OBSTETRICS. 

1. ‘‘The Importance of the History in the Diagnosis of Tubal 
Pregnancy’’, Dr. E. L. King, New Orleans. 
To open the discussion, Dr. J. C. Willis, Shreveport, Dr. 
E. Denegre Martin, New Orleans. 

2. ‘*Toxemia of Advanced Pregnancy’’, Dr. G. M. G. Stafford, 
Alexandria. ; 
To open discussion, Dr. Thomas B. Sellers, New Orleans. 

3. ‘*The Treatment of Carcinoma of the Cervix’’, Dr. B. C. 
Garrett, Shreveport. 

To open discussion, Dr. S. C. Barrow, Shreveport. 

4. ‘‘Indication for Hysterectomy and Selection of the Type 
of Operation’’, Dr. Wm. D. Phillips, New Orleans. 

To open discussion, Dr. H. W. Kostmayer, New Orleans. 
SECTION ON EYE, EAR, NOSE AND THROAT, 
INCLUDING STOMATOLOGY. 

1. ‘‘Price of Neglect in Acute Supp. Otitis Media’’, Dr. E. 

R. Gandy, Alexandria. ; 
To open discussion, Dr John T. Crebbin, New Orleans, 
and Dr. I. F. Littel, Alexandria. 

2. ‘*Diagnosis of Foreign Body in the Bronchi’’, Dr. R. C. 
Lyneh, New Orleans. 
To open discussion, Drs. I. H. Smith, Shreveport, and W. 
T. Patton, New Orleans. 

3. ‘*The Prevention of Otitis Media and Sinusitis in ac 
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Coryza and Influenza’’,“Dr. M. P. Boebinger, New Orleans. 
To open discussion, Dr. Weil, New Orleans, and Dr. A. M. 
Peters, Alexandria. 

‘‘Orbital Abscess’’, Dr. John L. Seales, Shreveport. 

To open discussion, Drs. Arthur Whitmire and Brown 
Larose, New Orleans. 

‘*Eyes and Endocrines’’, Dr. Chas A. Bahn, New Orleans. 
To open discussion, Dr. T. J. Dimitry, New Orleans, and 
Dr. O. B Hicks, Shreveport. 


SECTION ON UROLOGY. 

‘‘Non-operative Treatment of Urethral Strictures’’, Dr. 
H. W. E. Walther, New Orleans. 
‘*Treatment of Pyelonephritis by Pelvie Lavage’’, M. H. 
Foster, Alexandria. 

SECTION ON DERMATOLOGY. 
Title unannounced, Dr. J. N. Roussel, New Orleans. 
To open diseussion, Dr. W. W. Smith, Shreveport. 
‘*Suggestions in the Treatment of Some of the Common 
Skin Diseases’’, Dr. J. M. King. Professor of Dermatology 


_ Vanderbilt University, Nashville, Tenn. 


SECTION ON RADIOLOGY. 
‘*Unusual Cases Showing the Value of X-ray in Diagnosis’’, 
Dr. L. J. Williams, Baton Rouge. 
To open discussion, Dr. T. I. St. Martin, Houma. 
‘‘The Roentgen Examination of the Chest’’, Dr. Amedee 
Granger, New Orleans. 
To open discussion, Dr. Fortier, New Orleans. 
‘‘Further X-ray Observations on the Appendix’’, Drs. 
Henriques & Menville, New Orleans. 
To open discussion, Dr. 8. C. Barrow, Shreveport. 
SECTION ON PUBLIC HEALTH & SANITATION, 
‘*Typhoid from a Public Health Standpoint’’, Dr. John 
M. Callan, New Orleans. 
‘‘Some Phases of Rural Health’’, Dr. Oscar Dowling, 
Shreveport. 
‘‘The Duties of Officials Relative to Public Health’’, Dr. 
M. W. Swords, New Orleans. 
‘* Vital Statistics’, Dr. Geo. Dempsey, New Orleans. 
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NEWS AND COMMENT. 


HEADQUARTERS LovuIsIANA State MepicaL Society MEETING. 
Bentley Hotel, Alexandria, La., will be headquarters for the 
annual meeting of the Louisiana State Medical Society, to be 
held in Alexandria, April 11-13. Anyone wishing special reser- 
vation may obtain same by communicating at once with Dr. 
Clarence Pierson, Chairman arrangement committee, Alexan- 
dria, La. 

Meeting Rapes Parish MepicaL Sociery. At the annual 
meeting of this society, held in Alexandria, the following officers 
were elected for the year 1922: President, Dr. Fayette C. Ew- 
ing, Alexandria; Ist Vice-president, Dr. J. A. White, Alexan- 
dria; 2nd Vice-president, Dr. F. M. Lett, Lecompte; Seéretary, 
Dr. S. C. Holloman, Alexandria. Committees: Arrangement: 
Dr. Clarence Pierson, Chairman; Program: Dr. Paul King Rand, 
Chairman; Finance: Dr. Marvin Cappel, Chairman. These 
men are all actively working toward the end of making the 
Rapides Society the best in the State. 


ANNIVERSARY ROCKEFELLER INstiruTE. The twentieth anni- 
versary of the Rockefeller Institute for Medical Research was 
celebrated on January 20th. Brief speeches were made by Mr. 
John D. Rockefeller, Jr., of the Board of Trustees, and Dr. Wm. 
H. Welch, of the Board of Scientifie Directors. 


New Mepicat JournAL. The first issue of the Vew York Med- 
ical Week, a new publication which will be published under the 
auspices of the Medical Society of the County of New York, has 
just made its appearance. It is the organ of the society and 
intended to represent the activities of the medical organizations 
of Greater New York, and to present the trend of professional 
thought in New York. 

New BuIvpin@s ror WESTERN ReEserRVE UNIversity. The trus- 
tees of Western Reserve University have accepted the offer of 
Samuel Mather of Cleveland to pay for the construction of new 
medical school buildings. The cost of these new buildings is 
estimated at $2,500,000, and this gift together with previous ones 
will place Mr. Mather’s gifts to the University at more than 
$4,000,000. 
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CANCER Cure Orrer oF $100,000. Lord Atholstan, proprietor 
of the Montreal Star, recently offered $100,000 to the first grad- 
uate or student of ‘any recognized university who within five 
years after date of the offer discovers a medicinal cure for can- 
eer. The decision is left to the Royal College of Physicians and 
Surgeons, London, England. The offer, which was made ‘‘to 
help in stimulating the work of research throughout the world,’’ 
may be renewed. 


Pror. Darter RetirES FROM HospitaL Practice. By reason 
of having reached the age limit Prof. Darier, the distinguished 
Parisian dermatologist has been retired from hospital service. 
On the occasion of Prof. Darier’s departure from the Hopital 
Saint Louis, he was honored by his pupils and friends with a 
medal and bust. Prof. Darier is the third Parisian practitioner 
to be retired recently from hospital service by reason of the 
age limit, the others being Brocq and Thibiérge. 


Unirep States Lire Tastes. The Department of Commerce, 
through the Bureau of the Census, announces that the second 
official publication on Life tables, derived from births, deaths, 
and population in this country is soon to be issued. These 
tables show conditions as they existed in 1890, 1901 and 1910, 
thus making it possible to study the changes which have taken 
place in mortality during two decades. 


In a group of 51 cities the infant mortality rate is 74 per 
1,000 births as against a rate of 90 in 1920 for 44 cities. The 
lowest rate, 47 per 1,000 births, appears for the cities of Port- 
land, Oregon, St. Paul and Seattle, and the highest rate, 111, 
for Fall River. The greatest decrease since 1920 appears for 
Lowell, with a rate of 90 for 1921, against 135 for 1920. 


Tue Sr. Louis MEETING OF THE AMERICAN MepicaL Assocts- 
TION. The May meeting of the A. M. A., at St. Louis promises to 
be the largest in attendance of any of the Association’s sessions. 
Since the publication of the hotels in the Journal in December, 
inquiries and reservations are being received daily. The hotels 
and Convention Bureau are aiding the Committee in a most 
satisfactory and helpful way to see that the Fellows are com- 
fortably located. The A. M. A. meetings tax all cities entertain- 
ing them to the limit of hotel capacity. Whenever possible a 
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good fellow should double up so that no one is left without com- 
fortable lodging. Reservations should be made by communi- 
eating direct with the hotels. If satisfactory arrangements can- 
not be made in this way write to Dr. Louis H. Behrens, Chair- 
man Committee on Hotels, 3525 Pine Street, St. Louis. 


THE AMERICAN RELIEF ADMINISTRATION announces that 
although food packages are a vast help in combating famine and 
disease in the stricken provinces of Russia, medical supplies 
and clothing are likewise urgently needed. Contributions for 
the latter may be made to the offices of the American Relief 
Administration, 42 Broadway, New York. 


THE ASSOCIATION FOR THE DEVELOPMENT OF MEDICAL RELA- 
TIONS of the Faculty of Medicine of Paris announces the estab- 
lishment of a Bureau of Information to aid all foreign doctors 
and students from allied or friendly nations in any way dur- 
ing their sojourn at the Faculty of Medicine in Paris or in other 
French Universities. Moreover to meet the request of groups 
of doctors or students, the association is ready to organize courses 
of lectures on subjects suggested by the doctors or students. 


DeatH OF Dr. JosePH MacDonarp. On January 7, Dr. Jos- 
eph MacDonald, managing editor and publisher of the American 
Journal of Surgery, and co-publisher of the Medical Pickwick, 
died suddenly in his office of cerebral hemorrhage, at the age 
of 51. Dr. MacDonald was ex-president and, for many years 
secretary of the American Medical Editors Association, an or- 
ganization in whose affairs he was an active and earnest factor. 
An officer in the Medical Reserve Corps of the U. S. Army since 
1909, he was commissioned a captain upon our entrance into 
the world war, and, in December, 1917, a Major. A few months 
after his discharge from the army in 1919, he suffered a cere- 
bral hemorrhage causing a hemiplegia, from which he recovered 
largely by dint of plucky perseverance—a characteristic that 
dominated all his activities. He was a hard worker, always 
genial, frank and optimistic. Dr. MacDonald had a very ‘‘mag- 
netic’’ personality. He had a host of friends, within and without 
his profession, who will mourn his early death. 


JOURNAL SUSPENDS PusBLicaTION. The League of Red Cross 
Societies announces that with the completion of the present 
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volume the International Journal of Public Health will be sus- 
pended. In spite of the expense of publication in several lan- 
guages, it had been hoped until recently that the Journal could 
be continued. until it should establish itself on practically a 
self-sustaining basis. The League, however, has now decided 
to consecrate its efforts and resources on the promotion of popu- 
lar health instruction through the agency of the Red Cross. 
It will continue to publish the Bulletin of the League of Red 
Cross Societies. Efforts will be continued to resume under 
more favorable circumstances. Meanwhile with the present 
number, which completes the second volume, the publication 
ceases. 


Income Tax In a NutiSHett. WHO? Single persons who 
had an income of $1,000 or more, or gross income of $5,000 or 
more. Married couples who had a net income of $2,000 or 
more, or gross income of $5,000 or more. WHEN? March 15, 
1922, is final date for filing returns and making first payments. 
WHERE? Collector of Internal revenue for the district in which 
the person lives, or has his principal place of business. HOW? 
Full directions on Form 1040A and Form 1040; also law and 
regulations. WHAT? Four per cent normal tax on taxable in- 
come up to $4,000 in excess of exemption. Eight per cent nor- 
mal tax on balance of taxable income. Surtax from 1 per cent 
to 65 per cent on net incomes over $5,000 for the year 1921. 


Court UpHoips Legat RestrRaAINtT OF VENEREALLY INFECTED 
Person. The Criminal Court of Appeals of Oklahoma recently 
rendered a decision declaring that the Health authorities had 
the right to restrain by arrest, etc., a person infected with vener- 
eal disease. The Court, noting that the woman was married and 
detained in the school for the purpose of undergoing treatment, 
held that the County Court of Kay County and the judge there- 
of had authority to commit the woman, and remanded her to the 
custody of the school. 


HospiraL PurcHases New Site. Sydenham Post-Graduate 
Hospital has purchased at an estimated cost of $1,000,000, the 
block which fronts on the west side of Manhattan Ave., from 
West 123 to West 124 streets, extending through to Hancock 
Avenue, New York City. Purchase price represents outlay for 
new building, land and equipment. Wards will be eliminated 
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in the new hospital, each patient whether free or paying, will 
have a room. 

A New Mexican Mepicat Journau. Drs. A. E. Gochicoa, C. 
Canseco, A. Alarcon and A. Cuaron, of Tampico, Mex., have 
founded the Revista Medica de Tampico, a medical publication 
to be issued monthly, the ‘first number of which has just 
made its appearance. The aforementioned doctors will be co- 
editors of the Revista. 

ProposaL To InvesTiGATE Narcotic Situation. A resolution 
has been presented by Representative Volk of New York to the 
House of Representatives asking that a committee consisting of 
fifteen members be appointed te investigate narcotic conditions 
in the United States. Traffic in. narcotics, source of supply and 
the apparent increase in the number of addicts will be the 
basis of investigation. 

Yate University has received an anonymous gift of $100,000 
for the establishment of a professorship in the medical school 
in honor of Dr. Wm. H. Carmalt who retired a few years ago 
after fifty years of distinguished service in surgery. 

GEORGETOWN UNIversity ScHoou or Mepicine, Washington, 
announces four aditional members of the faculty as follows: Dr. 
Howard F. Strine, Surgeon in the U. S. Navy, Associate Pro- 
fessor of the Principles and Practice of Surgery; Dr. Francis 
M. Munson, U. S. Army, retired, Lecturer on Prevention of 
Diseases; Dr. Henry S. Bernton, Lecturer on Hygiene, and Dr. 
Jas. A. Gannon, a graduate of the medical school, class of 
1906, Associate Professor of Surgery. 

Mme. Curie ConsipERED By FrENcH AcapEeMy. Drs. Becler 
and Quenu recently proposed the election of Madame Curie to 
the French Academy of Medicine. Her candidacy has the back- 
ing of a large faction but considerable opposition has arisen due 
to the fact that the election of a woman to the Academy would 
establish a precedent. 

RemovaL: Dr. A. J. Thomas, from Simsboro to Shreveport. 
La. 

Dr. A. Mattes, from New Orleans to Martin Building, El Paso, 
Texas. 

Drep—On February 15, Dr. J. T. Bringier, of Burnside, La.., 
in his sixtieth year. 


Mortuary Report. 


MORTUARY REPORT OF NEW ORLEANS. 


Computed from the Monthly Report of the Board of Health of the City 
of New Orleans, for January, 1922 


Typhoid Fever 
Intermittent Fever (Malarial Cachexia) 


Scarlet Fever 

Whooping Cough 

Diphtheria and Croup 
Influenza 

Cholera Nostras 

Pyemia and Septicemia 
Tuberculosis 

Cancer 

Rheumatism and Gout 
Diabetes 

Alcoholism 

Encephalitis and Meningitis 
Locomotor Ataxia 

Congestion, Hemorrhage, Softening of Brain... 
Paralysis 

Convulsions of Infancy 

Other Diseases of Infancy 
Tetanus 

Other Nervous Diseases 
Heart Diseases 

Bronchitis 

Pneumonia and Broncho-Pneumonia 
Other Respiratory Diseases 
Ulcer of Stomach 

Other Diseases of Stomach 
Diarrhea, Dysentery and Enteritis 
Hernia, Intestinal Obstruction 
Cirrhosis of Liver 

Other Diseases of the Liver 
Simple Peritonitis 
Appendicitis 

Bright’s Disease 

Other Genito-Urinary Diseases 
Puerperal Diseases 

Senile Debility 

Suicide 

Injuries 

All Other Causes 
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375 945) 
Still-born Children—White, 23; colored, 13; total, 36. 
Population of City (estimated)— White, 295,000; colored, 110,000; total, 405,000. 
Death rate per 1000 per annum for month—White, 15.25; colored, 26 73; total, 
18.37. Non-residents excluded, 16.00. 


METEOROLOGIC SUMMARY (U. S. Weather Bureau). 


Mean atmospheric pressure , = eae ee an ore 

Mean temperature : 56. 

Total precipitation . He hl 
Prevailing direction of ‘wind, nesthenst. 





